The patient is a housewife aged 40 years, who because of obesity had great difficulty in getting about and was breathless on minimal exertion; her weight was 25 stone (159 kg).
In July 1971 she presented at surgical outpatients with a firm irregular mass 2 cm in diameter in the inner lower quadrant of the right breast 5 cm from the nipple. The overlying skin was bruised.
Fine needle aspiration biopsy of the mass was carried out using a 20 ml plastic disposable syringe and No. 1 needle. The aspirate was spread on slides, air-dried and stained with Giemsa stain.
The smears were rich in foamy and hbemosiderin-laden macrophages with multinucleated giant cells and occasional fibroblasts. In March 1971 a 40-year-old housewife presented to the gastroenterology outpatients complaining of three months' nausea and regurgitation particularly in the early morning. She appeared plethoric and had a tremor at rest; there were no other abnormal physical signs. On questioning she admitted consumption of half a bottle of sherry and halfa bottle ofwine daily. Initial investigations revealed a htmoglobin of 15.7 g/100 ml with MCV 107 fi (normal range in this laboratory 80-90 fil). Liver function tests, barium meal and cholecystogram were normal. Alcoholic gastritis was diagnosed and the patient advised to reduce her alcohol intake.
Alcoholism was thought to be the likely cause of the macrocytosis. This is the commonest cause of macrocytosis seen in this hospital, due to a direct toxic action ofalcohol on the bone marrow, though there may also be an element of folate deficiency.
However, the serum vitamin B12 was subsequently reported as 95 pg/ml (normal range 170-1000 pg/ml) and she was therefore admitted for investigation in May 1971.
At this time her hemoglobin had fallen to 11.8 g/100 ml with an MCV of 106 fi. White cell and platelet count were normal. The blood film showed macrocytosis and hypersegnented neutrophils. Sternal marrow examination showed
